Dear Editor,

Suicide remains one of the most common causes of preventable death in the United States, ranking number ten in the leading causes of death for all ages in 2010.\[[@ref1]\] Complex suicides are extremely uncommon.

We present a rare case of a 44-year-old male who presented to our emergency department after attempting suicide via the combination of acid ingestion and nail gunshots to the head. When reviewing reported cases of penetrating brain injuries caused by nail guns, survival upon complete penetration of the intracranial cavity is very uncommon.\[[@ref2][@ref3]\] As of 2012, only ten such reports appear to have been published. Acid ingestion appears to be far more common, especially among younger populations.\[[@ref4]\] However, one cannot mistake frequency for a benign course. Acid ingestion can cause often fatal damage to the esophagus and upper gastrointestinal (GI) tract.\[[@ref5]\] When you combine the patient\'s survival post intracranial injury with caustic acid ingestion, this patient\'s survival is an exception.

This case presents the extraordinary survival of a patient who suffered a combination of acid ingestion and nail gunshots to the head.

This 44-year-old male arrived to the trauma bay after he was found by his wife with altered mental status. He was reported to have ingested a large amount of muriatic acid and fired two nails into his head with a nail gun. On arrival, his initial Glasgow Coma scale was 10 which quickly improved to 15.

The patient was resuscitated and stabilized. Neurologic examination revealed intact sensation bilaterally, but with some left hemiparesis and a positive Babinski and Hoffman on the same side. A computed tomography (CT) of the head showed two nails in the right temporoparietal lobe that had crossed the midline with a small amount of interventricular blood. Initially, he was treated conservatively; repeat CT\'s were formed without neurologic deterioration.

Given concerns for toxic ingestion, an esophagoduodenoscopy (EGD) was performed. The EGD revealed full thickness necrosis of the upper airway beginning at the epiglottis as well as full thickness necrosis of a majority of the stomach down to the duodenum.

The patient later developed an acute abdomen with pneumoperitoneum found on imaging. He was taken to the operating room (OR) for an exploratory laparotomy where gastric perforation with pancreatic inflammation was found. All areas were copiously irrigated. A partial gastrectomy was performed to remove necrotic stomach. His abdomen was left open, and he underwent multiple re-explorations. A completion gastrectomy was performed with duodenostomy tube and jejunostomy feeding tube placement. His abdomen could not be closed and later required grafting.

Neurosurgery removed both of the nails in his head due to concerns for abscess formation, and he remained neurologically intact. Fortunately, after extensive angiography to rule out potential sequeale of removal, the nails were both removed without complication.

He had a prolonged hospital course complicated by enterocutaneous fistulas and total parenteral nutrition dependence.

He was subsequently discharged home with tube feeding, tracheostomy, and wound care requirements. At 1 year follow-up he is awaiting reconstruction.

The above patient suffered debilitating injuries after a rarely combined suicide mechanism including muriatic acid ingestion with a subsequent penetrating head injury with a nail gun. Though penetrating head injury itself has a high fatality rate, given this patient\'s stable neurologic examinations, initial treatment was focused on his GI trauma.

Initial management of a patient with known toxic ingestion includes early resuscitation and correction of acid/base abnormalities. If the presentation is within the 1^st^ h after ingestion, neutralization with half-strength vinegar or citrus juice for alkali ingestion or milk egg whites or antacids for acid ingestion should be attempted.\[[@ref6]\] Unfortunately, our patient did not present within the 1^st^ h window. After the acute phase had passed, attention is focused on managing the resulting burns. The patient is aggressively resuscitated, placed in the Intensive Care Unit (ICU) and kept nil per os (NPO) with IV fluids, antibiotic, and an antacid. The use of steroids in the management is controversial since they can potentially mask the symptoms of peritonitis. With that in mind, they were not used in this patient. Further management is directed by findings on EGD. As seen in our patient, necrotic tissue needs to be removed while preserving the maximum amount of viable tissues. A questionable esophagus and stomach requires an exploratory laparotomy for any needed surgery and debridement. Once stabilized and feeding tube is in place, chronic management is required with a focus on minimizing strictures including serial dilations. Management needs to be aggressive and multi-faceted.

One small study showed that when compared to a purely supportive approach a surgical tact yielded vastly improved survivability; with 67% surviving short term solely with supportive care, and 100% with surgical intervention.\[[@ref6]\] Despite reduced initial fatalities, many patients still die during post-op and follow-up. In one study, 3 out of the 13 of patients treated successfully did not survive past the immediate post-op period.\[[@ref7]\] Still, surgery with extensive exploration, removal of all nonviable tissue and thorough peritoneal and mediastinal drainage remains the treatment of choice in severe caustic injury. Extensive gastric perforation and pancreatic saponification made irrigation particularly important in protecting the pancreas. There is no standardized reconstructive approach to such extensive transmural injury.\[[@ref7]\] Our patient required extensive resection of his GI tract, and widespread stenotic injury of his esophagus made it unsalvageable even upon reassessment via repeat esophagoscopy. Therefore, it was decided that a solid diet would be out of the question, and the patient would have to be indefinitely sustained by jejunostomy feeding tube.

Traumatic brain injury normally leads to significant disabilities. In fact, it remains the leading cause of death in North America for people between the ages of 1 and 45 and causing socioeconomic burden.\[[@ref8]\] Because of this patient\'s comparative benign neurologic presentation, high Glasgow rating, and stable vitals, there was not an urgent surgical exploration. It is very common for deterioration in the initial hours post injury. Immediate imaging was and should be done as quickly as possible to rule out fractures, edema, and developing hematoma. Even without initial findings, CT should be repeated at the first sign of deterioration, since evolving CTs are common with our patient\'s kind of penetrating injury.\[[@ref9]\] Since his head wounds were without cerebrospinal fluid leak, a simple dressing was placed, and prophylactic antibiotics were administered which has been shown to reduce the incidence of infection.\[[@ref10]\] Preventing any sequelae from increased intracranial pressure and secondary epilepsy was done in the ICU setting by raising the bed 30° and ensuring good venous flow along with administration of Dilantin prophylactically.\[[@ref11][@ref12]\]

Given this patient\'s persistent suicidal ideations, he underwent multiple psychiatric evaluations and close observation. Eventually, a regimen of cogentin, celexa, and risperdal was found to provide relief of these symptoms.

After extensive postoperative and patient/family education, our patient was discharged. His family was confident that they would be able to care for his basic needs of living and various drainage sites.

Suicidal ingestion of caustic substances is a life-threatening injury. Here, we present a rare case of muriatic acid ingestion complicated by intracranial nail gun injury. After a prolonged hospital course, he has survived his injuries and is awaiting reconstruction.

Unsuccessful multiple modality suicide is a fairly rare presentation to see in the Emergency Department. Both alkali ingestion and penetrating head trauma are highly fatal independent of one another. When combined, there is an exceptionally low survival rate. This report presents a case of successful management of one such patient. His extensive treatment required aggressive medical and surgical management with frequent re-assessment in the face of decompensation. Considering the extent of our patient\'s injuries, he was able to make an excellent recovery.
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